Key words: aortic regurgitation; aortic valve replace-inferior surface of the aortic valve during each left ventricular contraction. There was moderate aortic ment; bioprosthetic valve; calcification; chronic renal failure; hyperparathyroidism regurgitation. The next day he developed circulatory collapse and emergency sternotomy was performed. The coronary vessels were calcified and there was calcification of the free wall of the left ventricle. There
Introduction
was a 4-mm perforation in the left coronary leaflet of the aortic valve causing severe regurgitation. This perforation appeared to have been caused by the 2-cm We present a case of aortic regurgitation caused by a tongue of calcification arising from the atrioventricular tongue of metastatic calcification in the left ventricular septum, which had been seen at echocardiography. outflow tract, in a man with chronic renal failure. This
There was also calcification of the mitral valve annulus. was followed by severe, calcific stenosis of a bioprosThe damaged aortic valve was replaced by a porcine thetic aortic valve 10 months after its insertion. Coronary arteriography demonstrated left cordiffuse pancreatic calcification. Serum creatinine cononary main stem vessel disease. At operation there was centration was 130 mmmol/l. At operation, a parathyroid adenoma weighing 3.5 g was removed.
Over the next 10 years the patient developed hypertension, which was treated with thiazide diuretics, and his serum creatinine concentration slowly increased to 270 mmmol/l. It was felt that the chronic renal failure was due to nephrocalcinosis as further investigation revealed no other cause.
Sixteen years after his original presentation, he was admitted to hospital with central chest pain and a diastolic murmur suggestive of aortic regurgitation. Serum creatinine concentration was now 530 mmmol/l, serum calcium 2.45 mmol/l, serum phosphate 3.1 mmol/l, and intact serum PTH 72 pmol/l, consistent with secondary hyperparathyroidism of chronic renal failure. Transthoracic and transoesophageal echocardiography demonstrated an unusual calcified mass arising from the posterior wall of the left ventricular outflow tract (Figures 1, 2) . The free end of this mass appeared to rise and make contact with the extensive calcification of the bioprosthetic aortic valve. centrations), patient age, and hyperparathyroidism though these relationships have been disputed [2, 3] . The valve was this time replaced with a metallic prosthesis and bypass grafting of the diseased left Our patient had a persistently high serum calcium phosphate product despite prescription of a phosphate coronary artery was performed. He made a slow recovery from the surgery and was fit enough to commence restricted diet, and calcium-based and aluminiumbased phosphate binders. long-term renal replacement therapy by continuous ambulatory peritoneal dialysis (CAPD) 3 months later.
There have been a number of studies, using postEight months after starting CAPD he presented with mortem examination [3] , echocardiography [4] [5] [6] and chest pain typical of cardiac ischaemia. The day after electron-beam computed tomography [7] , which demadmission he suffered an asystolic cardiac arrest and onstrate a high prevalence of aortic and mitral valve died. At post-mortem he was found to have histological calcification and associated valvular dysfunction in evidence of acute myocardial infarction. There was patients with end-stage chronic renal failure. extensive calcification inferior to the prosthetic aortic Straumann et al. [6 ] noted aortic stenosis in 8/62 valve, and mitral valve annulus calcification was still patients on long-term haemodialysis, moderate aortic prominent. regurgitation in four of 62 patients, and mild aortic regurgitation of little clinical relevance in a further four of 62 patients. There have been no reports,
